Herpes Simplex Virus Dacryoadenitis in an Immunocompromised Patient
Infections of the lacrimal gland are uncommon and can be divided into 2 major classes: acute suppurative dacryoadenitis and chronic dacryoadenitis. Acute suppurative dacryoadenitis is usually bacterial in origin, commonly caused by Staphylococcus, 1 with Streptococcus, Chlamydia trachomatis, and Neisseria gonorrhoeae as other possible causes. Chronic dacryoadenitis is more slowly progressive and often caused by viruses, particularly the mumps virus. Other reported causes of dacryoadenitis include Epstein-Barr virus, 2,3 pneumococci, diphtheria, syphilis, actinomycosis, histoplasmosis, trachoma, tuberculosis, typhoid, brucellosis, mononucleosis, measles, cytomegalovirus, coxsackievirus, echoviruses, and varicella-zoster virus. 4 We describe an unusual case of an immunocompromised patient with dacryoadenitis caused by the herpes simplex virus (HSV).
Report of a Case.
A 29-year-old man developed acute right upper eyelid tenderness, ptosis, and edema associated with an enlarged and indurated lacrimal gland. Marked conjunctival chemosis was present and ocular motility was mildly limited (Figure 1) . The right preauricular node was both tender and palpable. The patient's history was significant for acquired immunodeficiency syndrome, intolerant to highly active antiretroviral therapy. He was not taking antiretroviral therapy at the time of examination. He had previously been treated for syphilis and herpes zoster localized to the back and left lower extremity. His temperature was 37.5°C. Visual acuity was 20/40 OD and 20/20 OS. Ophthalmoscopy showed cotton-wool spots and dot-blot hemorrhages consistent with mild, bilateral retinopathy caused by human immunodeficiency virus. Orbital computed tomographic scan was notable for bilaterally enlarged lacrimal glands and diffuse right preseptal soft-tissue swelling (Figure 2) .
Routine bacterial and fungal blood cultures were negative, as were routine bacterial and fungal conjunctival cultures. Because of allergies to penicillin and sulfa drugs, the patient was started on a regimen of clindamycin and ciprofloxacin hydrochloride. During the next 10 days, his condition worsened and the right orbital inflammation increased. A diagnostic right lacrimal gland biopsy was performed.
At surgery, the gland appeared indurated, without evidence of abscess. Cultures were obtained. Aerobic, anaerobic, acid-fast bacterial, and fungal cultures were negative. Interestingly, the conventional tube culture, derived from grinding the tis- Given the diagnosis of HSV dacryoadenitis, the patient started treatment with acyclovir (10 mg/kg administered intravenously every 8 hours). He responded within 5 days and was discharged from the hospital on a regimen of erythromycin ophthalmic ointment and famciclovir, 500 mg by mouth 3 times a day. He made an uneventful recovery with the exception of bilateral mild dry eye symptoms. The patient was lost to follow-up before a posttreatment Schirmer test could be performed.
Comment. The discordant pathology immunophenotypic results and culture results may relate to 1 of 2 possibilities. First, immunostains do not have 100% sensitivity, and the patient's dacryoadenitis may be due to both HSV and adenovirus infection. The absence of viral inclusions and pathologic changes characteristic of adenovirus 5 make this possibility unlikely. Second, the patient may have had active necrotizing dacryoadenitis caused by HSV, with cultures positive for adenovirus because of latent adenovirus harbored in lacrimal gland tissue. We favor this latter possibility, because the pathological evaluation failed to disclose evidence of direct tissue damage caused by adenovirus and the patient responded to acyclovir therapy. In addition, a review of the literature 6, 7 shows that the rate of false-negative culture results for HSV, when compared with polymerase chain reaction, ranges from 57% to 78%. Finally, ocular swabs and nasopharyngeal swabs 3 months after admission, performed by the patient's internal medicine physician after the patient's ophthalmic findings had resolved, were positive for adenovirus.
This case illustrates the possibility that herpesviruses can cause dacryoadenitis without corneal involvement and that HSV is a potential pathogen for immunocompromised patients with dacryoadenitis. It is unclear whether the lacrimal gland was the primary site of infection, since there was a coexisting conjunctival reaction. It is possible that the gland became secondarily infected from a primary herpetic conjunctivitis. 8 Zarrabi 9 reported 2 cases of dacryoadenitis in nonimmunocompromised patients with corneal dendrites. While these patients may have had HSV dacryoadenitis, confirmatory cultures and biopsies were not performed.
Empirical antiviral therapy should be considered in patients with atypical dacryoadenitis. Lacrimal gland biopsy and immunoperoxidase staining are helpful in confirming the cause of this condition. 
